CRITERION VALIDITY OF A FRAILTY INDEX DERIVED FROM THE EASYCARE INSTRUMENT
To the Editor: Frailty is associated with risk of adverse health outcomes. 1 For early identification of needs and to prevent deterioration of older adults' health, a comprehensive geriatric assessment (CGA) has been found to be the most accurate method of identifying frailty. 1 Frailty indices (FIs) based on the concept of deficit accumulation can be derived from CGA data to quantify frailty, [2] [3] [4] but completion of a CGA is time consuming and requires specialist clinical experience. 1 The Easycare instrument, used in more than 30 countries, has been developed as a brief standardized method of assessing the perceptions of older people about their health and care needs and priorities for a service response. 5, 6 The possibility of deriving a valid frailty measure from the Easycare would further increase its value for individual care and public health in middleand low-income countries, where it is used. 5, 7 The goal of the current study was to establish the criterion validity of a FI extracted from the Easycare instrument (EC-FI) in a community-dwelling population, against a FI extracted from a clinical geriatric assessment (CFI) used as a reference standard.
METHODS
Data from the Easycare Two-Step Older Persons Screening Study (EasycareTOS Study), in which the Easycare instrument was used for the baseline assessment, 8 were used. Individuals aged 70 and older were recruited from four primary care practices in Nijmegen, the Netherlands. All underwent a CGA performed by a geriatrician. FIs were extracted from the Easycare and the CGA using a previously described validated method. 9 The EC-FI and the CFI were constructed using 38 and 45 deficits, respectively (Appendix 1 and 2). Criterion validity of the EC-FI was assessed by calculating Pearson correlation with the CFI. By using t-tests and analyses of variance, differences in mean scores were examined between the FIs and for the EC-FI between sexes and age groups. Agreement between the FIs was established using a Bland-Altman plot. C-statistics and logistic regression were used to assess the predictive value of the occurrence of negative outcomes (death, institutionalization, too ill to be assessed, activity of daily living (ADL) decline, a composite measure of these four outcomes) during 1 year of follow-up.
RESULTS
Five hundred eighty seven individuals (mean age 76.8 AE 4.8, mean Katz-6 score 0.3 AE 0.7) participated in the EasycareTOS Study. The EC-FI and CFI scores varied from 0.00 to 0.58. Correlation between the FIs was high (correlation coefficient (r) = .82, P < .001). Mean scores of the two FIs differed significantly (EC-FI 0.17 AE 0.11, CFI 0.22 AE 0.12; P < .001), with systematically lower scores on the EC-FI (mean difference À0.04 AE 0.07, P < .001). Mean EC-FI scores differed significantly between the sexes (men: 0.16 AE 0.11, women: 0.19 AE 0.11; P = .003) and according to age (70-74: 0.13 AE 0.08, 75-79: 0.17 AE 0.10, ≥80: 0.24 AE 0.11; P < .001). The overall distributions for both FIs were skewed to the right and became more normalized when stratified according to age (Figure 1 ). Limits of agreement were À0.18 and 0.09.
Follow-up information was available for 520 participants (88.6%); 10 89 (17.1%) experienced negative health outcomes because they died (n = 14), showed ADL decline (n = 60), were institutionalized (n = 14), or were too ill to be assessed at follow-up (n = 5), 10 and four experienced ADL decline and were institutionalized. The unadjusted odds of a negative health outcome were 1.5 to 2.5 times as great per 0.1 increase of the EC-FI score (composite of negative outcomes: odds ratio (OR) = 2.14, 95% CI = 1.72-2.66, P < .001; ADL decline: OR = 2.05, 95% CI = 1.60-2.62, P < .001; institutionalization: OR = 1.66, 95% CI = 1.10-2.52, P = .02; mortality: OR = 2.55, 95% CI = 1.68-3.87, P < .001). Adjusted for age, sex, number of diseases, and number of medications, the ORs were 1.87 (95% CI = 1.44-2.43, P < .001), 1.83 (95% CI = 1.36-2.46, P < .001), 1.19 (95% CI = 0.70-2.03, P = .52) and 2.78 (95% CI = 1.65-4.69, P < .001), respectively. The c-statistic (area under receiver operating characteristic curve (AUC)) for the composite of negative outcomes on the basis of age and sex was 0.66 (95% CI = 0.60-0.72). The c-statistic was 0.71 (95% CI = 0.65-0.78) for the EC-FI and 0.71 (95% CI = 0.65-0.77) for the CFI. Adding the EC-FI to the model based on age and sex increased the c-statistic to 0.73 (+0.07, P = .01) and adding the CFI increased it to 0.73 (+0.06, P = .02). On the basis of age and sex, the c-statistic was 0.64 for ADL decline, 0.72 for institutionalization, and 0.75 for mortality. Adding the EC-FI and CFI, respectively, the c-statistics were 0.71 (+0.07, P = .04) and 0.70 (+0.07, P = .04) for ADL decline, 0.73 (+0.01, P = .82) and 0.73 (+0.00, P = .84) for institutionalization, and 0.84 (+0.09, P = .001) and 0.89 (+0.13, P = .002) for mortality.
DISCUSSION
This study aimed to evaluate the criterion validity of a FI derived from the Easycare instrument with a FI derived from a clinical assessment as the reference standard. The somewhat lower scores of the EC-FI than of the CFI warrant further evaluation, including evaluation of the EC-FI's discriminant validity. 11 Meanwhile, the EC-FI accurately discriminated between relative levels of frailty in a community-dwelling population, and the predictive accuracy of the EC-FI was comparable with that of the CFI for several negative health outcomes. This extension of deriving a valid FI for the internationally used Easycare instrument makes it possible for individuals with no specialist knowledge to quantify frailty. Nevertheless, because EasycareTOS Study participants were significantly younger and more vital than the frailer populations generally found in surgical or internal medicine hospital wards, the validity of the EC-FI should be studied in a frailer population to ensure generalizability to these target populations. Finally, depending on the intended use, validity of the EC-FI for other follow-up periods needs further study. Author Contributions: Geessink: data analysis plan, data analysis and interpretation, drafting and editing letter. Melis: data analysis plan, data interpretation, critical revision of letter for intellectual content. Schoon, Olde Rikkert: critical revision of letter for intellectual content.
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INPATIENT MOBILITY MEASURES AS USEFUL PREDICTORS OF DISCHARGE DESTINATION IN HOSPITALIZED OLDER ADULTS
To the Editor: Postacute care skilled nursing facility (SNF) stays are frequent and costly for the more than 13.6 million older adults who are discharged annually from nonfederal U.S. hospitals. [1] [2] [3] An important determinant of the need for postacute care in a SNF setting is an individual's functional ability. 4 Mobility status, a distinct aspect of functional ability, may be particularly useful in identifying hospitalized older adults who are likely to need posthospital SNF care. Mobility can be measured through observed performance-based or self-reported measures. [5] [6] [7] [8] Lacking from the literature is knowledge of which mobility measures in the inpatient setting are predictive of important hospital outcomes. The specific aim of this study was to determine whether performance-based and self-reported measures of mobility could distinguish individuals discharged to a SNF from those discharged home.
METHODS
This study was a secondary analysis of a clinical dataset containing information on 349 community-dwelling hospitalized veterans aged 60 and older admitted to general medicine services at an academic Department of Veterans Affairs (VA) medical center and referred to STRIDE, a supervised walking program, 9 between February 1, 2012, and September 30, 2013, with a baseline assessment. All data were abstracted from the electronic health records of the VA Computerized Patient Record System. The primary outcome assessed was discharge destination, defined as home or a SNF (community SNF, VA nursing home (Community Living Center), other skilled care facility). Performance-based measures of mobility, which a trained physical therapist obtained, included gait speed (4 categories, m/s), 2-minute walk test (2MWT) (meters), and the Tinetti Performance Oriented Mobility Assessment (POMA) balance subscale (range 0-16).
7 Self-reported mobility indices included any report of difficulty walking across a room without help from another person or equipment (none, a little vs some, a lot, unable), difficulty Missing: 2-minute walk test (2MWT) (n = 36 unable to perform, missing), Performance Oriented Mobility Assessment (POMA) balance (n = 17), assistive device use (n = 5), difficulty walking across room (n = 6); difficulty walking 2-3 blocks (n = 4). SD = standard deviation; SNF = skilled nursing facility. For better interpretability, gait speed was operationalized into four categories using clinically meaningful cut points derived from the sample's quartile distribution and the literature. 10 Both methods resulted in almost equivalent gait speed categories, which supported use of these categories. Those who did not perform the gait speed measure were grouped into the lowest category. Odds ratio for a decrease of 1 category level in gait speed.
